Aim: This study explored health visitors' perception of their role in the universal childhood immunisation programme with particular emphasis on influencing factors and communication strategies. Background: The majority of parents' consent to immunisation, but some find decision-making in this area difficult and have unmet information needs. In the United Kingdom, health visitors routinely provide immunisation information for parents, whereas general practitioners (GPs) and practice nurses tend to administer vaccines and respond to parents/carers' questions. Research has investigated health professionals' views and knowledge about immunisation, but less is understood about health visitors' role and how they communicate with parents. Method: Following the Local Research Ethics and Research Governance permissions, all health visitors (n 5 120) working in one county in the United Kingdom were invited to participate in the study. Semistructured interviews (n 5 22) were undertaken using a prompt guide. The interviews were transcribed verbatim. Thematic analysis using an iterative approach was used to explore the data facilitated by NVIVO TM software. Findings: Five themes emerged from the interviews. These were health visitors' professional role; identity and perceived barriers and communication strategies, parents' right to choose, confidence in measles, mumps, and rubella (MMR) vaccination and communicating with migrant families about immunisation. There were differences between the health visitors in their perceptions of their roles, skills and knowledge and communication strategies. Health visitors perceived that GPs and practice nurses took a paternalistic approach to the provision of immunisation information, while they used a parental decisionmaking model. Health visitors reported a loss of professional confidence following the MMR crisis. Conclusion: Given the evidence that some parents find it difficult to gain the information they need about immunisation and health visitors' acknowledgement that their usual communication models were not effective during the MMR crisis, we feel specific communication skills training is needed to enable health professionals to provide parents with appropriate decision support.
Introduction
In the United Kingdom, childhood immunisation is voluntary and in England uptake of primary immunisations by 2 years of age against diphtheria, tetanus, polio, pertussis, Haemophilus influenzae type B, and meningitis C has been 93-94% for the past 5 years (NHS Information Centre, 2007-08) . This almost reaches the 95% target level to ensure herd immunity against infectious diseases. Concerns about the safety of measles, mumps, and rubella (MMR) vaccine were raised in 1998, following the publication of a paper that was widely interpreted as suggesting a link with autism and bowel disease (Wakefield et al., 1998) . However, the findings have not been subsequently supported (Bedford et al., 2005) , and the paper has been discredited. In England, following a fall in the uptake of MMR vaccine to a low of 79% in 2003, uptake rose to 85% in 2006-07 and remains at 85% (NHS Information Centre, 2007-08) . There has also been an increase in the proportion of parents who consider MMR to be completely safe or to carry only a slight risk (Smith et al., 2007) . However, the MMR immunisation rate is still lower than the peak coverage of 92% achieved in 1995-96 (Department of Health, 2004-05) , and there has been a significant increase in cases of measles. In England, uptake of pre-school immunisation is also low with 78% of children receiving their primary booster and 74% receiving the second dose of MMR by 5 years of age (NHS Information Centre, 2007-08) .
Children who have not had the full course of immunisations include those who have commenced, but not completed, the course (undervaccinated children) and those who have had no vaccines at all (unvaccinated children). Undervaccinated children are more likely to be from minority or ethnic groups and/or have younger and/or less well-educated mothers who live near the poverty level, whereas unvaccinated children tend to be white, with highly educated, well-paid married mothers who have concerns about the safety of immunisations (Samad et al., 2006) , and articulate that doctors have little influence over their decisions . Parents of unvaccinated children report more concerns about the risk of vaccine side effects (Sporton and Francis, 2001) than about dangers of the disease, whereas parents of vaccinated children are more concerned about the risk of disease (Evans et al., 2001) . However, the situation is clearly far more complex than this, as parents of vaccinated children also express concerns about vaccine safety (Evans et al., 2001; Raithatha et al., 2003 , Salmon et al., 2005 .
Some parents find it difficult to decide whether or not to immunise their child (Evans et al., 2001) , and studies have explored whether they have unmet information needs. In a UK survey, completed by 76/110 parents who defaulted for one or more primary immunisations (Smailbegovic et al., 2003) , responders reported that although they commonly asked health professionals for advice, over a quarter of respondents perceived the information provided to be poor. Parents of unvaccinated children reported that health professionals provided unbalanced information and this was seen as an obstacle to their decisionmaking. This criticism of lack of, or poor quality of, information provided has been consistently reported (Evans et al., 2001; Sporton and Francis, 2001; Yarwood et al., 2005) . In the United Kingdom, decision-making has become more difficult for some parents as a result of the public controversy over the safety of the MMR vaccine. Concerns about the safety of the MMR vaccine were reported by both MMR-accepting and MMR-refusing parents in a survey (n 5 996) conducted in North East England (Casiday et al., 2006) . Qualitative studies (Evans et al., 2001; Raithatha et al., 2003; McMurray et al., 2004) conducted subsequently revealed that some parents were not convinced by the Department of Health's reassurances that the vaccine was safe and accepted it unwillingly. The advice provided by general practitioners (GPs) and health visitors is generally seen as trustworthy, but their influence is limited by concerns over perceptions of financial and political partiality (McMurray et al., 2004) .
Health professionals' views and knowledge about immunisation have been found to be suboptimal (Harris et al., 2001; Petrovic et al., 2001; Cotter et al., 2003; Henderson et al., 2004) . They have been reported as not feeling completely confident about explaining specific vaccine issues (Petrovic et al., 2001; Henderson et al., 2004) to disagree with or to have reservations about some vaccine policies (Petrovic et al., 2001; Henderson et al., 2004) , and not to use or not to be aware of nationally available resources on immunisation (Petrovic et al., 2001; Cotter et al., 2003) . One study found that a proportion believed that single MMR vaccines should be available on the National Health Service (NHS; Macdonald et al., 2004) . Furthermore, health professionals have expressed reservations about giving their own child(ren) specific vaccines (Petrovic et al., 2001; Brownlie and Howson, 2006) . Clearly, some health professionals' understanding of the evidence is far from robust, which may lead them to providing inaccurate information to parents.
Concerns about the inconsistencies in health professionals' knowledge, views, and practice in relation to immunisation have not gone unnoticed. In 2004, the National Service Framework for Children, Young People and Maternity Services identified a need to improve all aspects of practice in relation to immunisation (Department of Health, 2004) . A survey of UK Primary Care Trusts, published in 2004, found that immunisation training for health professionals was variable and over half of trusts surveyed were concerned about their capacity to provide an effective immunisation programme mainly due to a lack of specialist input, time, and funding (Cummins et al., 2004) . National minimum standards for immunisation training have been introduced (Health Protection Agency, 2005). Most of these are concerned with improving practitioners' knowledge, although one core curriculum session focuses on communication. However, little is known about communication within immunisation consultations. Therefore, it must be difficult for primary care trusts (PCTs) to ensure that the content of the communication aspect of the training is appropriate.
Studies reporting health professionals' communication with parents about immunisation are rare. Only one US study was identified which specifically explored risk/benefit communication (Davis et al., 2001) . In the United Kingdom, health visitors provide information to parents about immunisation; GPs and practice nurses administer the vaccine, but tend not to provide information unless it is requested by parents or carers (Department of Health, 2008) . Research has been undertaken looking at health professionals' views and knowledge about immunisation (Cotter et al., 2003; Henderson et al., 2004) , but less is understood about how health visitors, in particular, communicate with parents.
Aims and objectives
This study aimed to explore health visitors' perception of their role in the universal childhood immunisation programme with particular emphasis on influencing factors and communication strategies. The specific objectives were > to describe the self-reported role of health visitors in relation to immunisation; > to explore underlying factors influencing health visitors' approaches to the advice they give parents; > to describe health visitors' perceptions of the communication process with parents of children approaching primary immunisation and MMR.
Method

Sampling and recruitment
Health visitor managers working in a UK county and a UK city PCT were contacted and informed about the study. Information packs (n 5 120) were distributed to health visitors during eight locality meetings within the two trusts (SR). The information packs asked interested health visitors to return a reply slip detailing their name and telephone contact details together with information about their working environment. This information was intended to be used as a guide to ensure a purposive sample of health visitors working in different locations and in different ways and was included in the study. Local Research Ethics and Research Governance approvals were obtained.
Data collection
Data collected from health visitors reply slips included details of their working environment (rural, affluent, deprived, high/low minority ethnic populations/Children's Centres, or GP attached). It was intended to draw a purposive sample from the health visitors who returned their reply slip using this data. However, in practice, all those who returned their reply slip within the data collection phase were invited to be interviewed. All interviews were conducted by the same interviewer (SR), face to face at a health centre local to each health visitor. The semistructured interviews used a topic guide based on findings from a literature review and discussions Health visitors' role in the universal childhood immunisation programme 53 within the research team. Topics for inclusion covered issues such as health visitors' responsibilities within the immunisation programme, the process of discussing immunisations, communicating with families who were unsure about or refused immunisation, immunisation training and the MMR vaccine. The guide was used flexibly during the interviews to allow health visitors to describe their experiences, and it was revised and refined throughout the data collection phase to reflect themes emerging from the data analysis. The length of time for the interviews varied among participants, but all lasted less than an hour.
Data analysis
Interviews were audio recorded and transcribed verbatim. Data analysis was undertaken in parallel with the interviews, enabling the topic guide to be modified in light of the emerging themes. A preliminary analysis was conducted by SR on five transcripts that were examined independently by HB, NS, JC, and PA, and the key themes agreed (Grbich, 1999) . Thematic analysis continued on the accumulating data. The themes were then coded and categorized, using NVIVO7 TM (2007) software; checked against the original data set and adjusted where necessary. SR and PA agreed the final coding frame and the reassignment of the data to the themes.
Results
Twenty-four health visitors responded to the study invitation. Of these, twenty-two were interviewed. The remaining two were not available for interview during the data collection phase. Health visitors described their working environments in a number of ways including rural (n 5 4), inner city (n 5 10), and city suburbs (n 5 6); affluent (n 5 6) and deprived (n 5 11); mixed (n 5 5); and high rates of minority ethnic groups (n 5 8). Townsend scores for the localities where the health visitors worked ranged from 23.7 to 110.17 (positive scores equal greater levels of deprivation; Townsend et al., 1988) . Ways of working were described as GP attached (n 5 10), geographical (n 5 7), and linked to Children's centres (n 5 4) or the homeless team (n 5 1). Health visitors followed the national immunisation policy as outlined in the 'Green Book' (Department of Health, 2008) .
Five main themes emerged from the interviews. These were health visitors' professional role in relation to the universal childhood immunisation programme; identity and perceived barriers and communication strategies; parents' right to choose; confidence in MMR vaccination; and communicating with migrant families about immunisation.
Health visitors' professional role; identity, and barriers
Health visitors talked about their role in relation to the child health promotion programme. This involved educating parents by raising awareness about public health issues that included immunisation. All health visitors said that they were required to discuss immunisations with parents during the birth visit that usually occurred when an infant was 14-28 days old. However, most suggested that this was not the most appropriate time to go into great detail about immunisations, as parents usually had other priorities. Most described how during the Birth visit they would assess the mother's receptiveness to information beyond her immediate needs. Some, but not all, described how they would follow up these initial discussions with another home visit before the first primary immunisation at 8 weeks.
In the ideal world perhaps a vaccine would be a separate visit, because we give them such a lot of information on that first visit. They probably feel -sometimes I feel overloaded, so I'm sure sometimes they do. (HV113)
Health visitors described the 6-8-week checkup for the infant and how, when this was undertaken, parental consent for the vaccine was usually obtained by a GP, whereas the immunisations were administered (usually) by a practice nurse. Concerns were expressed about this split system with some health visitors reporting that they felt the GP and practice nurse adopted a less parentcentred approach to information provision than themselves. In contrast their self-perception was one of not being tainted by financial incentives, but as enablers of parental choice.
They have a different incentive, which is financial at the end of the day. I'm sure ultimately it's about the client's health but in terms of them reaching their -they're under pressure to reach their targets. (HV105)
There was uncertainty about the process of parental consent. There were mixed views on informal/implicit consent, that is, the fact that a parent had brought their infant to the immunisation appointment at the practice being seen as consent. Some health visitors thought that it was acceptable for the immunisation programme to operate in this way, whereas others thought written consent was vital.
Views about whether or not health visitors should administer immunisations were mixed. Some health visitors stated that immunising children was integral to health visiting practice and reported that they were trained immunisers. Within this group, a few said they routinely immunised children and the rest undertook targeted immunisations. Other health visitors thought that they should not be immunising at all. The reasons for not immunising were complex and included the view that health visitors' main responsibility was the provision of information, whereas the administration of immunisation was the practice nurses' job. Others talked about their lack of competence because they were not immunising on a regular basis.
If I'm not doing it on a regular basis which I'm not because basically I would refuse to do it because I don't see it as part of my role and therefore I'm unsafe. (HV120)
The majority of health visitors reported that they had very little input into the process of offering and delivering pre-school boosters, and this was seen as predominantly an administrative task for the practice. Apart from those health visitors, who were the immunisers for their caseloads, most did not see it as their role to actively promote preschool boosters.
Health visitors' professional role -communication strategies
Health visitors presented themselves as experts in communicating with parents about immunisations. They referred to 'knowing the right time to talk to parents about immunisation' that involved being sensitive to their needs and priorities. Most referred to having a standard chat, which involved providing information about the immunisation schedule for new parents and changes to the schedule for parents with older children. The process of these discussions included aspects such as checking parental knowledge and previous experiences, providing explanation about the vaccinations, addressing fears and providing reassurance particularly for new parents and in relation to MMR, and responding to parents' questions.
The health visitors also talked about actively promoting the immunisation programme. This involved approaching parents with an expectation that they would have their child immunised. Health visitors reported that most parents expected this approach. They referred to specific strategies they used to encourage uptake. These included repeating and reinforcing the information by revisiting the subject of immunisations during every meeting as well as exploring and challenging parents about myths. Health visitors also talked about how they might persuade parents who were unsure. Different strategies were identified as being useful depending upon the parent. The most frequently cited strategies were discussing herd immunity and raising awareness about the potential threats of disease in particular focusing on outbreaks and scares.
You have to say, look you know there is an infinitesimal risk with immunisations because we don't know how your child is going to react and you know that's an awful thing you know to come to terms with but we do know that is you don't protect your child they are very, very much at risk of developing that disease. (HV101)
Health visitors also reported that they tried to persuade parents through sharing and encouraging social norms that included divulging information about their own immunisation behaviours and encouraging parents to talk to peers. They described the difficulties of persuading and actively pursuing parents in terms of a trade off between pressurizing and maintaining a relationship with them.
You don't want to ruin a relationship because if they're not letting you in you can't do any work at all y You know the balance has been right about you know having responsibility to talk about public health issues but not alienating her so that you can't get in to do any work at all. (HV120) Some health visitors reported that they had not had any specific training on communication with parents about immunisations. Most said that they were experienced health visitors and, as such, felt they had no current need to improve their communication skills; but they thought that it would be useful for students undergoing health visitor training. A few suggested that communication skills training might help them with their role.
Parents' right to choose
Health visitors said that some parents responded to them as a trusted health professional, but others perceived them to be a government agent who could not be trusted to provide unbiased information. Parents' information needs could be high, particularly in affluent areas. However, in some of the more deprived areas, health visitors thought that parents' information needs were extremely low and reported that they did not question the system at all. These parents often had other priorities and were simply not interested in knowing what infections the immunisations protected their child against. They felt that some families just wanted to be told what to do. Health visitors reported modifying their practice to accommodate this by providing them with just the basics of timing and administration of immunisations.
The majority of health visitors talked about treating parents as the decision-makers with the right to choose whether or not to have their child immunised. However, if parents made the choice not to have their child immunised, this was not necessarily seen as the right choice. Most reported that they would leave the door open for parents to change their mind, but reiterated that they would check 'parents' final decision'. Parental refusal was documented.
Ultimately it's their choice we can't force them to have it but you just give them the sort of you know the information they need to make an informed choice and then you know if they decide not to come or they decide not to have it then we write it in the notes. (HV108)
Non-attendance for immunisation appointments and parental choice was also raised in relation to home immunisation with different views emerging.
Although some health visitors supported the view that they were helping families to access services by immunising at home, others felt that if families did not attend repeated immunisation appointments, this indicated that they did not want their child to have them, a view which should be respected. Some health visitors felt that parents failed to attend immunisation appointments because of other priorities. In this case, immunising at home took the responsibility of attendance away from them, thereby giving them permission to miss appointments.
Confidence in MMR vaccination
Health visitors described their caseloads in terms of middle class and low-income families. They reported that the middle class families needed more information about MMR in order to provide informed consent. Most health visitors referred to the original Lancet research as discredited and reported that parental confidence in MMR was improving. They reported that a few parents continued to seek single vaccines for MMR, but many parents who had opted for single vaccines for previous children were now consenting to triple vaccines for subsequent children.
I rarely get anybody who says but I've heard of something, which is not good for you whereas I used to get that because of the MMR being top of the headlines. I don't really get that in the last sort of eighteen months I haven't had much of oh well we've heard the bad news. (HV104)
Although MMR was viewed as a recovering situation, health visitors thought that some public mistrust continued. They described how some parents, who were still unsure, delayed immunisation.
Certainly the MMR vaccine gets delayed. Sometimes 'cos parents are either not sure about it or they've had conflicting information and they still don't feel happy about giving the vaccine so they tend to put it off.
(HV122)
Most health visitors admitted that they had been swept along with the tidal wave of concern about MMR and said that they thought it had affected their practice at the time. Some reported that they found it difficult to talk to parents with confidence about MMR and said they had done their own research to convince themselves it was safe. Many felt that they had not been provided with sufficient timely information, from the Department of Health, to help them convince parents that the immunisation was safe. However, they all reported that they now had greater confidence in MMR and were happy to discuss it with parents.
Communicating with migrant families about immunisation
Many health visitors reported having asylum seekers and economic migrants on their caseload. Most reported differences in the immunisation schedules between the United Kingdom and their home country. They described how some families arrived with incomplete health records and health visitors worked with the practice to ensure that children received all their immunisations. Some mentioned that these children may end up overvaccinated, but justified this as being better than being undervaccinated. Health visitors described the uptake of immunisation within these groups as good.
In terms of transfer-ins we have a responsibility with them in checking the immunisations that they've had. So again that means liaising with the public health department 'cos sometimes the family will come and say well we just followed the programme in Malaysia I don't know what the programme in Malaysia is. So it's again finding out well what have they had here what does that mean. (HV105)
Most health visitors reported that having families on their caseload who did not speak English was challenging for their practice. They described how it could be difficult to ensure that these families were fully informed about the options available to them. Those with large numbers of non-English speaking families on their caseload described routine use of the interpreting service to provide immunisation information to families. They also talked about using translated leaflets to enable families to understand the UK immunisation schedule. Some health visitors raised concerns about whether or not these leaflets were useful, as many of the families on their caseloads had low literacy skills.
Discussion
The Healthy Child Programme advises health professionals that 'every contact should be used to promote immunisation' (Department of Health, 2009) . Health visitors were aware that this was required but expressed concerns about how difficult this was to put into practice, especially during a birth visit. They indicated that parents had a lot to think about during a birth visit and that some found it difficult to assimilate all the information being provided to them, which included advice about immunisations. There is evidence that parents consider the birth visit to be the best time to learn about immunisations, but they also want information on an on-going basis (Bedford and Lansley, 2006 ). Parents may not be able to think of all the immunisation-related questions they need answering during a birth visit, so they need to be given other opportunities to ask questions and gain information, before the first primary immunisation at 8 weeks. However, the core universal programme for new born infants only requires the health visitor to visit low priority families once (at the birth visit; Department of Health, 2009) . Whereas the health visitors in this study stated that they believed it to be good practice to initiate a followup visit to families in-between the birth visit and the first primary immunisation at 8 weeks, many reported being unable to do so. Therefore, low-priority families may have too few opportunities to discuss immunisations with health visitors.
Some health visitors perceived the attitude of the GPs and practice nurses to be based on financial incentives to immunise and implied that practice doctors and staff were more coercive with parents. However, some also thought that parents perceived them to be agents of the State, which has also been reported elsewhere (McMurray et al., 2004 ). An early paper explored the views of primary health professionals (n 5 58) in respect of how they met organizational targets, while at the same time respecting consent (Alderson et al., 1997) . The results revealed that some health professionals took a paternalistic approach, advocating immunisation, while others took more account of the need for informed choice. In our study, health visitors used language associated with a parental decisionmaking model of communication, but there was an underlying expectation of compliance, which fits with a paternalistic model. Immunisation presents particular difficulties, and in that the extent of patient choice, which is an increasingly essential component of health-care encounters (Department of Health, 2003) , has to be balanced against protecting the public through achieving herd immunity. However, parents want health professionals to move away from the current way of providing immunisation information towards a decisionsupport model (Jackson et al., 2008) .
Some health visitors in our study made assumptions that poorly educated parents required less information than middle class parents. This finding is of concern because it suggests that some health visitors (and health professionals) decide (implicitly or explicitly) how much information to provide to particular groups of parents before the consultation. Undoubtedly, some parents will have information needs that differ from these expectations, and if they are not met, this could lead to frustration with the consultation (for both parties). Parents may not feel confident in the health visitor's abilities and may seek advice from sources such as the Internet, which may be illinformed. If they are unable to obtain the information they need elsewhere, they may choose to withdraw from the immunisation programme.
There were different views about the extent to which health visitors thought they should be involved in the immunisation programme. Some believed that their role included the entire process from giving advice to administering immunisations, whereas others considered that they should only be providing information to parents and leaving the rest to the general practice staff. Health visitors were dedicated to providing advice to parents about primary immunisation, but they did not have the same commitment in relation to pre-school boosters. This could partially explain the lower uptake of pre-school boosters reported in the literature (NHS Information Centre, 2007-08). They also had varying views about whether or not they should target non-attenders at home, with some believing it to be wrong to present themselves at a client's home ready to immunise their child. In addition, some of the health visitors who did not immunise had knowledge gaps in relation to the consent process. They were unaware that there is currently no requirement for written consent and that consent is an on-going process (Department of Health, 2008 ). It appears that there are gaps in health visitors' skills and knowledge in relation to the immunisation programme, which might be explained by the extent of their interest in the area. Health visitors are making decisions about which aspects of their practice to prioritize and for some immunisations are less important. These perspectives perhaps reflect different models of health visiting described in the literature, for example, bio-medical versus social empowerment (Elkan et al., 2000) .
Health visitors reported that matching the immunisation schedule of families from overseas with the UK programme was a heavy administrative burden and they expressed concerns that some children ended up being overvaccinated as a result. This has also been reported previously (Alderson et al., 1997) . Health visitors thought that the culture of compliance with immunisations was stronger in migrant families. This may be supported by evidence as, in some BME groups, the elders in the community encourage immunisation because of past experience of the diseases (Condon, 2002) . Although health visitors who regularly work with BME groups reported regular use of translators, those who worked with them infrequently did not. Linguistic barriers were identified as a predictor of culture-related communication problems in a recent review of the literature (Schouten and Meeuwesen, 2006) . The health visitors were concerned about the usefulness of translated information sources. There is evidence that BME families have different information needs and cannot be treated the same (Condon, 2002) .
The principal investigator was previously employed as a health visitor and some of the respondents were aware of this. It is possible that this may have had an impact on the responses given, for example, the respondents may have felt that their views were being 'tested' in some way. During the interviews, some health visitors referred to other colleagues who did not share their proimmunisation views. It is possible that those who responded to the study invitation were more interested and pro-immunisation than those who did not. Clearly, the views of 22 health visitors working in two trusts in one region cannot be generalized more widely. However, it is hoped that these findings will contribute to the evidence of the need for interventions to help health professionals facilitate parental decision-making about immunisation.
Conclusions
There were important differences between the health visitors in their perceptions of their roles, skills, and knowledge and communication strategies in relation to the universal childhood immunisation programme. Health visitors also perceived differences in their approach with parents compared to that of other health professionals. They perceived that GPs and practice nurses took a paternalistic approach to the provision of immunisation information, while they used a parental decision-making model. While most did not consider they needed to improve their communication skills in this area of practice, they did acknowledge a loss of professional confidence in the wake of the MMR crisis. Given the evidence that some parents find it difficult to gain the information they need about immunisation (Smailbegovic et al., 2003) and the changing culture of health care towards more patient choice (and shared decision-making), we feel that specific communication skills training is needed to enable all health professionals to provide parents with appropriate decision support. There is evidence that communication skills training can improve health professionals' self-efficacy and ability to perform communication tasks (Ammentorp et al., 2007) . Better communication skills for all health professionals involved in providing immunisation information might reduce the impact of another vaccine scare.
